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Objectives/Overview

A Introduction
A Risk factors for Overdose/Suicide and OUD
A Opioid Safety Initiative in VHA

A Federal Initiatives and the Comprehensive Addiction and
Recovery Act (2016)

A OSI components:
I Opioid Safety Initiative/Opioid Risk Mitigation

I Dashboards

I VADoD Clinical Practice Guideline

I Provider Education

I Complementary and integrative health (CIH)

I Stepped Care Model and Pain Management Teams

A OSI patient careeviews
A Pain, MH and SUD cooperation



Pain Management and Opioid Safety as

Foundational Services in VHA

I Chronic pain is more common in Veterans than in the regteran US
population, more often severe and in the context of comorbidities

I Pain severity and eooncurrence with mental health comorbidities result in
high impact pain (i.e. associated with substantial restriction of participation
In work, social, and setfare activities).

i Behavioral Health Autopsy report (2016)¢ KS Y2 &0 ¥ NBIj dzS
NAal FIFrOU2N FY2y3d £SUSNIyYya gK2z2 RA

I Pain, medical and/or mental comorbidities are often related to military
service and/or require Veteraspecific expertise.

I Veterans are at high risk for harms from opioid medication.

I Integrated caresystematic coordination of medical, psychological and
social aspects of health care is required for high quality pain care.

VHA: Pain Management and Opioid Safety is included in the list of
AFoundati onal Servicesp




Patient Robert B.*

32 y/lo OEF/OIF Veteran recently transitioned to care in VHA * Case study includes
. minor modifications to
CC of low back pain protect anonymity

A Pain condition: low back pain with axial and radicular features, with significant
degenerative disk disease on his spine by MRI; not surgical candidate.

Comorbidities: PTSD (severe), TBI (mild)
No illicit drug use

Longstanding high dose opioid therapy that was already initiated during active
military service, with Morphine SR 45 mg TID.

At VA: Morphine dosage was gradually reduced over several months to 30 mg TID
and then kept stable per patient request.

Patient is on time with refills, not early. UDS as expected.

The day after one of his opioid medication renewals, he was found by his father
unresponsive in his bed at home.

Review of chart: about 2 weeks prior to his last opioid renewal, he was seen by his
Mental Health provider where he complained about poor sleep and also reported
worsened anxiety. He had received a new diazepam prescription at that time.

A Accidental or suicidal overdose of multiple CNS depressant medications/substance
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Prescription Opioid Sales, Opioid Overdose

Deaths and Opioid Use Disorder
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SOURCES: National Vital Statistics System, 1999-2008; Automation of Reports and Consolidated Orders System
(ARCOS) of the Drug Enforcement Administration (DEA), 1999-2010; Treatment Episode Data Set, 1999-2009;
http://www.cdc.gov/vitalsigns/painkilleroverdoses/infographic.html



http://www.cdc.gov/vitalsigns/painkilleroverdoses/infographic.html

The Opioid Overdose Challenge in VHA

Accidental Poisoning Mortality Among Patients in the Department of Veterans Affairs Health .Syst:
Bohnert ligen Galeaet al. Med Care 2011

I Study of all 5,567,621 Veterans in VHA in FY 2004/05 alive at start of FY
I 1,013 died of accidental poisoning in FY 2005.

U.S. 2005 V.H.A. FY2005
Gender/ Accidental Crude Rate Accidental Crude Rate | Standardized 95%
Age Group Poisonings | per 100,000 | Poisonings | per 100,000 Mortality Confidence
person-years person-years Ratio® Interval
Males 15,679 14.51 960 20.62 1.98 1.85, 2.10
18-29 yrs 3,390 13.45 28 21.86 1.62 1.02, 2.23
30-64 yrs 11,826 17.53 841 36.81 2.10 1.96,2.24
65+ yrs 463 3.01 91 4.06 1.35 1.07, 1.63
Females 7,647 6.68 53 11.82 1.61 1.18,2.04
18-29 yrs 1,024 4.28 1 1.70 n/a n/a
30-64 yrs 6,155 8.91 50 15.34 1.72 1.24,2.20
65+ yrs 468 2.19 2 3.14 n/a n/a
Total 23,326 10.49 1,013 19.85 1.96 1.83,2.08

Opioid medication 32.3% (incl. methadone 13.8%), cocaine 23.3%, other/unspecified narcotics 8.5%,
antidepressants 8.1%, benzos 7.55, synthetic heroin 6.3%, psychostimulants 4.4%, synthetic narcotics
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Overdose Deaths Involving Opioids 2016

Overdose Deaths Involving Opioids, by Type of Opioid, United States, 2000-2016

14

13 53,332
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Other Synthetic Opioids 20,145

& {e.g., fentanyl, tramadol)

5 Heroin 15,446
Natural & Semi-Synthetic Opioids 14.427

(e.g.. onycodone, hydrocodone)

Deaths per 100,000 population
-]

1 Methadone 3,314

0
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www.cdc.gov

SOURCE: COC/NCHE, National vital Statistics System, Mortality. COC WONDER, Atlanta, GA: US Department of Health and Human S=r vices, CDC; 2017, Your Source for Credible Health Infarmation
https:/fwonder.cdc_gowy.

64,070 Americans died from drug overdoses in 2016, including illicit drugs and prescription gpioids
nearly double in a decade. For comparison: cocaine: 10,619; methamphetamine 7,663
https://www.drugabuse.gov/relatedopics/trendsstatistics/overdosedeathrates
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Opioid Use Disorder (OUD) Epidemic

A Anyone who takes prescription opioids

can become addicted to them. \\
A In 2014, nearly two million Americans They'c the most )
. powerfu {
either abused or were dependent on panic

the worst addiction
crisis America

A 25-41% of patients on prescription opioi¢/REEEs |
meet criteria for OUD (DSH). \ e

A Heroinrelated deaths more than tripled w)
between 2010 and 2014.

A Among new heroin users entering
treatment programs, ?/4 reportinitiating . ¢x \ vsnaor /1 ya
misuse with prescription opioids. Problem, TIME Magazindune 4, 201

prescription opioid pain relievers. And they're creating \




Risk Factors for Overdose and OUD

Risk factors are related to:

- Opioid prescribing

- Interaction with other medication/drugs
- Medical comorbidities

- Mental health comorbidities

0Opioid dosageavas the factor most consistently analyzed and
also associated with increased risk of overdose. Other risk factc
Includeconcurrent use of sedative hypnoticsise ofextended
release/longacting opioids and the presence &ubstance use
and other mental health disorder comorbiditieb €

Park et al. J Addict Med 2016

Review of 15 articles published between 2007 and 2015 that examined risk
factors for fatal and nonfatal overdose in patients receiving opioid analgesics.



Higher Dosage Increases Risks from Opioid

Hazard Ratios(HR):
Risk of Overdose Event Mortality (a” causes):

10 p— HR1.64for LA opioids
«f@=Bohnert 2011 ‘/' . .
R 7 Overdose deathgunintentional)
— - HR 7.188.9for MME > 100 mg/d

frf
f"r/'/ - Opioid use disorder

on longterm opioids (> 90 d)
- - - HR 15or 1-36 mg/d MME
<20 mg/day 20-43 mg/day s0-99mg/day  >=100 mg/day
Diose in mg MED HR 29%or 36-120 mg/d MME
HR 12%or > 120 mg/d MME

Edlundet al 2014
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Dosage and Risk of Overdose from Opioids

OAssociation Between Opioid Prescribing Patterns and Opioid Overdose

Related Deathg Bohnertet al, JAMA 2011
Risk of Opioid Overdose Death, HR (95% CI)

Chronic Pain & - casecohort study

(n=111759)
~ Maximum prescribed daily opioid dose, mg/d A Al FY2004/05 VHA
1-<20 1 [Reference] pts who died of
20-<50 1.88 (1.33-2.67) opioid overdose by
mmmmp 50-<100 4.63 (3.18-6.74) FY2008
=100 718 (4.85-10.65 R Random sample for
Pain-related diagnoses :
Cancer 0.99(0.72-1.3) ~ comparison
Chronic bodily pains 0.69 (0.35-1.33)
Headache 1.02 (0.74-1.41)
Neuropathy 0.64 (0.38-1.08) . _
Injuries and acute pain 13708174 Opioid OD deaths:
Other diagnoses Total 750 cases
Substance use disorders 2.53(1.99-3.22) ) 296 cases
Other psychiatric disorders 1.87(1.48-2.38) mmmm) /498 cases

COPD, CVD, and sleep apnea 0.63 (0.50-0.80)




Dosage and Risk of Overdose from Opioids

OAssociation Between Opioid Prescribing Patterns and Opioid Overdose
Related Death$ Bohnertet al, JAMA 2011

Table 2. Unadjusted Rate of Prescription Opioid Overdose Death by Opioid Dose and Fill Type
Overdose Death

Overdose Rate per 1000
Deaths, Person- Person-Months
No. Months (95% ClI)

Patients With Chronic Noncancer Pain Diagnoses
Maximum prescribed daily opioid dose, mg/d

0 ) 243 2729022.7 0.09 (0.08-0.10)
1-<20 44 395205.0 0.11 (0.08-0.15)
20-<50 108 458 296.2 0.24 (0.19-0.28)
50-<100 86 120491.6 0.66 (0.563-0.82)
=100 w—) 105 100479.3 1.24 (1.04-1.48)
Fill types
Regularly scheduled only 115 323304.7 0.36 (0.29-0.43)
As needed only 152 672276.0 0.23 (0.19-0.27)
Simultaneous as needed and regularly 96 87891.5 1.09 (0.88-1.33)
scheduled

A Chronic norcancer pain were 606 of the 750 total cases
A The vast majority of overdoses happened in pts with no or lower dose opioids




Dosage and Risk of Overdose from Opioids

0A Detailed Exploration Into the Association of Prescribed Opioid Dosage
and Overdose Deaths Among Patients With Chronic P@&hnertet al, Med Care 201¢
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Opioid Dosage in Morphine-Equivalent Mg

Cases

Controls

250

300

20042009 study

A Nested case control
design

A New starts of opioids
for pts with chronic

pain (excluding tramadol
and buprenorphine)

Average opioid dosages

Cases (overdose deaths)
98.1 MEDOSD 112.7)
Controls:
47.7 MEDOSD 65.2)

A No clear cuipoint in opioid dosage to distinguish between OD cases and controls.
A Median dosage for pts with OD was 60 mg; i.e. vast majority below 100 mg MED

13




Patient Risk Factors for Harm from Opioids

Psychiatric disordersincluding

anxiety or depression. QD2 e vonmatio
Personal or family history of providers and pharmacies.
substance use disorder.

HistOI‘y Of aberrant Having mental ilinessor a
behavior/noncompliance. SN0 R SR RO

Age 65 or older.

Young age (below 30).

COPD or other underlying
respiratory conditions.

Renal or hepatic insufficiency.
Preg nanCy. Living in rural areas and

having low income.

Taking high daily
dosages of prescription
opioid pain relievers.

oo ToIoIo Do Do I

Every patient is at risk

http://www.cdc.gov/drugoverdose/opioids/prescribed.html



The VA Opioid Safety Initiative (OSI)

A Opioid Safety Initiative (OSBxpanded nationally in FY 2013

A The OSI aims t@duce ovetreliance on opioid analgesics for
pain management and to promote safe and effective use of
opioid therapy when clinically indicated

A Comprehensive OSI strategy that includdsication of
providersandexpanded access to nepharmacological
treatment options, in particular behavioral and
complementary integrative health modalities.

A OSI| Dashboardhakes the totality of opioid use visible within
VA and provides feedback to stakeholders at VA facilities
regarding key parameters of opioid prescribing.



The VA Opioid Safety Initiative (OSI) Timeline

BIV Initiative VA Pain Directive OSI and AD OSl and PDSI Academic Detailing Teams, CPGs, and AD
« launchofthe « VA National Pain Created standardized metrics + Opioid Safety Initiative * Academic Detailing (AD) Pain Management Teams at all
Buprenorphine Directive established for pain management (OSI) expands expands nationally to VHA facilities (consistent with
in VA (BIV) ( @ therapies to pilot Opioid nationally enhance Veteran CARA requirements)
Initiative Safety Initiative (OSI) * PsychotropicDrug outcomes by . VA-DoD develop Clinical
T * Select regions pilot Academic Safety Initiative (PDSI) promoting evidence- Practice Guidelines (CPGs) on
Detailing (AD) launched nationally based treatments Opioid Therapy for Chronic

OHRM Initiative and
PRIME Research
* Opioid High Risk

Pain as well as Low Back Pain
Academic Detailing Opioid Use
Disorder (OUD) Campaign

Targeted intervention
and OEND

* Targeted interventions for

VA-DoD FIRST

* VA-DoD develop
clinical practice

OSl Launch
* Opioid Safety
Initiative (OSI)

SUD and CARA
* VA-DoD develop clinical
practice guideline (CPG) on

fedication Initiative gu=de?§n}e}CPG} launchedin 5 opioid reduction in very Management of Substance
*  Policy requiring fsg:‘oji regions high dose opioid patients . l(.:lse D\sc;de!v!’SU.Dd} o
access to medication thrénécyi;a N « Overdose Educationand o:‘v:re ens| \.e/:\(clc;‘obn
for OUD (FIRST) Naloxone Distribution and Recovery Act (CA .HJ
* VA Pain Research, : (OEND) campaign implementationin VHA
Informatics, Multi-

morbidities, and
Education (PRIME)
Center studies
interaction between
pain/associated chronic
conditions and
behavioral health
factors




The Opioid CrisisNationally

A Presidential Memorandum: Addressing Prescription Drug Abuse and
Heroin Use (Oct. 2015)

I Training of all federal prescribers
I Patients with OUD require access to addiction treatment incl. MAT
A CDC Opioid Prescribing Guidelines (March 2016)

I Guidance for primary care providers

I Recommendations includes nampioid therapy as first line therapy for pain
limit opioid therapy to short duration/low dosage if possible, and specific
dosage limits (50/90 mg MEDD)

A Comprehensive Addiction and Recovery Act (CARA) (July 2016)
I Title IX: Jaso8imcakoskMemorial Act with specific VHA mandates

A Presidential Opioid Commission Report (November 2017)
I 56 recommendations



Comprehensive Addiction and Recovery E&RA)

PUBLIC LAW 14¥98t JULY 22, 2016

Community interactions 90-day regular meetings.
Expanded/A Patient Advocacy program
VA/DoDHealth Executive Committee Pain Management Workgroup.

Systemwide implementation of theOpioid Safety Initiative.
I Opioid risk mitigation strategies: PDMP, UDS, informed consent.
I Opioid Overdose Education and Naloxone Distribution (OEND)

Dashboardgo assess risk and monitoring opioid/pain care

VA-DoD Clinical Practice Guideliier Opioid Therapy of Chronic Pain.
Provider educationn VADoD CPG and evidence based pain care
Reporting of providers/facilities in conflict with care standards
Expandedcomplementary and integrative healtimodalities.

Full compliance witlstepped Care Model of Pain Management

Pain Management Teamet all VA facilities.

To To To To Do Do Dw
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Addressing the Opioid Epidemic
in the United States
Lessons From the Department of Veterans Affairs

Over the past 15 years, more than 165 000 people in
the United States have died from overdoses related to
prescription opioids,” and millions more have suffered
adverse consequances 2= The misuse and abuse of pre-
scription opicids have contributed to a precipitous in-
crease in heroin and fentanyl overdoses !

Fatients treated in the health care system of the De-
aterans Affairs (VA) are part of this epi-
=alf of veterans using the

addressop-
ment's data capabilities arror—_

tives reduced the use of opioid medicamo
proved the safety of opicid prescribing, while expanding
alternative pain therapies (Figure). By mid-2016 com-
pared with mid-2012, the number of veterans dis-
pensed an opioid each quarter had decreased by
172 00O, or about 25%. Moreover, there were 57 000
(4796) fewer patients receiving concomitant opioids and
benzodiazepines and 22 000 (36%) fewer patients re-
ceiving daily opioid dosages of more than 100 morphine-
milligram equivalents, both measures of potentially un-
safe opicid use. Between 2010 and 2015, the rate of

pharmacists engage directly with opioid prescribers,
similar to detailing by pharmaceutical representatives.
The VA detailers use sophisticated dashboards with
real-time prescriber-level data to engage clinicians in
adopting best practices around opicid prescribing. This
focus is not simply on reducing opioid medications, but
rather on improving the safe use of opioids. Beyond
detailing, the VA developed an overdose education and
naloxone distribution system that has distributed tens
of thousands of naloxone doses and developed stan-
Lizad patient and provider education to comple-
tang| efforts outside of the VA that

consult capabilities for primary care cliniciansTo
prove their management of pain.

Risk Mitigation

The VA implemented several strategies to support and
track risk mitigation activities for opioid therapy (eTable
in the Supplement). A key component of the Opioid

Gellad Good CB, an8hulkin JAMA Intern Med. 2017 May 1;177(5
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